by reviewing the pattern of hospital care for the mentally ill during the life of the 1959 Act. He showed that compulsory admissions to hospital have fallen steadily since 1960, but admissions for mentally abnormal offenders have fallen at a greater rate mainly because of a sharp drop in the admission of mentally handicapped offenders. Transfers from prisons to hospital have also declined sharply during this period (Robertson 1982) . The difficulties of getting mentally abnormal offenders into hospital were an important part of the pressure which led to the setting up of the Butler Committee a decade ago, and its recommendations (Home Office DHSS 1975) were, in turn, one substantial reason for successive governments producing green and white papers and finally a new Act. Another significant factor in the pressure for new legislation was the publication by MIND (National Association for Mental Health) of two books by Larry Gostin (1976, 1977) .
Civil procedures and rights Dr John Hamilton briefly outlined the main provisions of the new Act, beginning with one of the controversial provisions, the replacement of 'mental subnormality' by 'mental impairment'. 'Mental impairment' is defined as 'a state of arrested or incomplete development of the mind which includes significant impairment of intelligence and social functioning and is associated with abnormally aggressive or seriously irresponsible conduct'. This is clearly an amalgam of the old concept of mental subnormality and the old concept of psychopathic disorder. It arose in response to pressure from MENCAP in an attempt to restrict the compulsory admission of mentally handicapped people to those who are a social nuisance. It may actually have succeeded in reintroducing the stigma of 'moral defectiveness' of much earlier legislation. The age limits for the detention of unconvicted patients suffering from psychopathic disorder or mental impairment have been removed and there is now a new criterion that treatment will be 'likely to alleviate or prevent a deterioration' of the patients' condition before they can be detained compulsorily. In October 1984 Mental Welfare Officers will be 'Report of meeting of the Section of Psychiatry, 8 March 1983. Accepted 13 October 1983 replaced by Approved Social Workers who will be specially trained.
In an attempt to reduce the frequency of the use of the 72-hour emergency order, which can currently be signed by a relative and a general practitioner, the new Act requires the nearest relative or an Approved Social Worker to sign. Admission for observation is being modified to admission for assessment and treatment. As before it will last 28 days. Despite protests from psychiatrists, patients who wish to appeal against admission will now apply to the Mental Health Review Tribunal instead of to the managers of the hospital. The Act introduces a new holding power for nurses. Registered mental nurses and subnormality nurses will have the power to detain an informal patient in hospital for up to 6 hours to enable a doctor to sign a medical order.
Voluntary inpatients have been given voting rights. Compulsory patients will receive information about tribunals, consent procedures, and the Mental Health Act Commission. Periods of detention before a renewal certification is required have, by and large, been halved. Treatment and hospital orders will now last 6 months in the first instance, be renewable after 6 months, and annually thereafter. Under section 117, local health authorities and social services are required to provide 'after-care' (undefined) for detained patients when they leave hospital, but there is no provision for new resources.
Ojfender patients: No hospital will be forced to admit an offender patient on a hospital order, but Regional Health Authorities may be required to explain to courts why they cannot admit a particular patient. There are new powers for remands to hospital and for interim hospital orders. These are designed to facilitate more and better psychiatric reports to courts and to test whether particular offenders are suitable for a hospital order. Patients transferred from prisons will not be under the jurisdiction of the Home Secretary any longer than they would have been in prison. Mental Health Review Tribunals: Patients admitted on an assessment order will be able to apply to a tribunal within 14 days; those on a treatment order within 6 months, after another 6 months, and yearly thereafter; and those on a hospital order after their second 6-month period of detention and then yearly. If patients do not avail themselves of the right to a tribunal in the first 6-month period in which they are so entitled, their case will be automatically referred to a tribunal by the hospital managers, as it will be if t 1984 The Royal Society of Medicine 0141-0768/84/020147-02/$01.00/0 they have not asked for a hearing for 3 years. Tribunals are given greater powers and will be able to order delayed discharge of a patient or to recommend granting of leave of absence or transfer to another hospital. They will even be able to order the discharge or transfer of a patient on a restriction order against the Home Secretary's advice. This follows the result of the judgment of the European Court of Human Rights (X v UK) (Cremona-Barbaro 1983) . It is anticipated that the result of all these changes will be an increase in the number of tribunals from about 900 (at present) to nearly 5000 each year. Mental Health Act Commission: A new Commission is to be established as a special health authority. It will have general protective functions for detained patients and will be required to furnish Parliament with a biennial report. Its 70 part-time members will be doctors, nurses, psychologists, social workers, lawyers, and lay people. Teams will probably visit each psychiatric hospital once a year and each of the special hospitals once a month. The Commission will appoint the State doctors to give opinions on consent for treatment and it will be responsible for preparing a code of practice (see also Hamilton 1983 for more details). Consent to treatment: Dr Pamela Taylor outlined the new legislation relating to the giving of consent for mental treatment. In essence there will be three categories of treatment: (1) those requiring consent and a second opinion (e.g. psychosurgery, hormonal implants); (2) those requiring consent or a second opinion (e.g. ECT, long-term psychoactive drugs); (3) those requiring only the psychiatrist's discretion. Consent will have to be formally documented and the psychiatrist will have to certify that the patient is capable of giving consent, a matter which will no doubt cause much future debate (see Taylor  1983 ). The second opinion will come from a doctor appointed by the Mental Health Act Commission and that doctor must consult other non-medical professionals. The startling aspect of the first category (psychosurgery and hormonal implants) is that it applies to informal patients as well as those under compulsory detention, so that a competent consenting patient could have his operation stopped by a State doctor. A new form of stigmatization of the mentally disordered, perhaps? None of these cumbersome and bureaucratic procedures will apply to medication prescribed in the first three months of a patient's detention nor to urgent treatment, nor to other treatments (e.g. behavioural therapy) which are not specified in regulations.
Interleukins: new tool in immunology'
Our immune response to antigen depends on a network of interactions between the various leukocytes of the blood and lymphatic systems. Regulation of these interactions has been shown to be mediated, at least in part, by chemical 'messages' secreted by the cells involved. The generic name of 'lymphokines' was initially proposed (Dumonde et al. 1969 ) for these chemical messengers, because the first to be described were produced by antigen-stimulated T-lymphocytes. Similar factors produced by cells of the macrophage/monocyte series have likewise become known as 'monokines'. The practice of naming such factors with acronyms after activities peculiar to various bioassay systems has generated an unsystematic and opaque nomenclature. To try and remedy this, it was proposed that the new title 'interleukin' be applied to factors which appear to be distinct entities in terms of both biological activity and biochemistry (Aarden et al. 1979) . As a start, the first two interleukins were characterized. A factor originally described as 'lymphocyte activating factor', apparently identical with factors known by six other names, was called interleukin 1 (IL-1). IL-1 has a molecular weight of 12-18 Kd, is produced by macrophages and stimulates proliferation and differentiation of T-helper cells. Interleukin 2 (IL-2), molecular weight 30 Kd, combines factors known previously by 6 different 1Report of meeting of the Section of Clinical Immunology & Allergy, 11 April 1983. 
